The aim of this study was to look at the influence of homelessness on acute medical admissions. A prospective casecontrolled study was therefore performed on all homeless children admitted through the accident and emergency department over one year, comparing them with the next age matched admission from permanent housing. Assessments made were: whether homelessness or other social factors influenced the doctors' decision to admit; differences in severity of illness; length of stay; and use of primary care. 
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Among homeless families many were recent imlMigrants (44%). There was a marked increase in socioeconomic deprivation, in major life events in the previous year (median score 3 v 1), and in maternal depression (27% v 8%). Referral to the hospital was made by a general practitioner in only 5/50 (10%) of homeless compared with 18/50 (36%) of controls.
Social factors were an important influence on the decision to admit in over three quarters of the homeless children and resulted in admission when less severely ill even when compared with admissions from an inner city population.
Even though there was marked social deprivation among the homeless families, the decision to admit was based on vague criteria that need to be further refined. (Arch Dis Child 1993; 69: 423-429) Over the last decade the number of households accepted by local authorities in England as officially homeless under the terms of the 1985 Housing Act rose from 53 110 in 1978 to 145 800 in 1990.' Over 90% of the officially homeless are single parents or couples with dependent children or pregnant women, and many are placed in temporary accommodation such as bed and breakfast hotels while awaiting permanent housing. During the period of this study, about 1200 households were, at any one time, placed in hotels near to St Mary's Hospital, London by up to 15 of London's 32 local authorities.
It is widely believed that homelessness has adverse effects on children's health and development.2 3 The Audit Commission has stated that bed and breakfast hotels are 'unsuitable for family life',4 and health professionals have described the living conditions as deplorable and a risk to health.5-7 Unfortunately these reports are anecdotal and do not provide a comparison with residents in permanent housing. Little is known about the influence of homelessness on acute admission to hospital. A study in Glasgow showed that children from deprived areas were nine times as likely to be admitted to hospital as other children.8 At St Mary's Hospital, London, the overall admission rate to hospital is 4-5 times as high for homeless as local residents and for children the admission rate is more than double.9
Homeless children are also disproportionately represented among those referred to the hospital's Paediatric Home Care Unit with burns and scalds.10 The reason for this increased admission rate is unclear. The reports by health professionals would suggest a high incidence of ill health and the problems of poor accommodation and other social risk factors may make it difficult or impossible to care for a sick child at home. Poor access to primary care may also be important.
The aim of this study was to assess the influence of homelessness on acute admission of children to hospital. Factors examined were whether homelessness and other social factors influenced the decision to admit the child; whether there were differences in the severity of the child's illness; the length of hospital stay and use of primary care; and the appropriateness of the child's management as perceived by the families themselves. The families' housing conditions and social risk factors were assessed independently to see if they did actually differ from those of the local inner city residents in permanent housing.
Subjects and methods

SUBJECTS
All children under 5 years old living in temporary hotel accommodation and admitted Data were collected by means of two precoded questionnaires. The first was completed in hospital from the notes and included data relating to the presenting illness. The admitting paediatric doctor was then interviewed while the child was on the ward, using a semistructured questionnaire, and asked whether, and to what extent, social factors had contributed to the decision to admit the child and to grade the severity of the illness on admission on a four point scale. The questionnaire was based on a pilot study of 40 children in which doctors were asked to list any social factors that had influenced their decision to admit to hospital. The staff were told that a study was being performed about social factors affecting the admission of children to hospital, without specific reference to homelessness. The length of hospital stay was recorded after discharge.
A second structured questionnaire was completed with the mother at a home visit by a research health visitor (MT) 4-7 days after the child's discharge from hospital. This was designed to examine three main areas:
(1) The acute illness including the mode of presentation to hospital, the duration of the child's acute illness, and the family's use of primary health care. Families were asked about continuing medical problems after discharge and their view on the appropriateness of the length of their child's stay on the wards. (table 1) . Accidental injuries were also more common. The numbers of children in each diagnostic group was small and the differences between homeless and control children did not reach conventional levels of statistical significance.
The severity of the children's illness was graded by the admitting junior staff as not ill, mild, moderate, or severe (table 2) . Seven of the homeless and eight of the controls were not ill but were admitted for failure to thrive or other problems. More of the homeless children were graded as being mildly ill, and more of the controls were moderately ill. The odds ratio for homeless children being only mildly or not acutely ill was 1 89 (confidence interval (CI) 0-96 to 3 69). However, three children died, all of whom were homeless. Deaths were due to septicaemia or meningitis, two meningococcal and one pneumococcal. Three other children had meningitis, one homeless and two controls, but they made a full recovery.
Medical staff were questioned on the influence of social risk factors on their decision to admit individual patients ( (26) 15 (21) 3 (4) 12 (17) 2 (3) 6 (9) 10 (14) 11 (16) 18 (26) 5 (7) 8 (11) 2 (3) 16 (23) over a year, and one for over two years. Changes of accommodation were frequent: 21/50 had lived in their accommodation for under two months and 23/50 for under six months. Of the remaining six families, only one had been at the same address for more than a year. The mean time in the current accommodation was 3-5 months whereas the mean time in the current home in the control group was four years. Among the control families 18/50 had lived in their homes for more than five years and 15/50 from two to five years. Twenty four of the 50 control families lived in rented council accommodation, 20 in flats, and four in houses. Another four families lived in privately rented homes, eight in housing association premises, and 14 owned their homes. Altogether, 34/50 control families lived in flats and 16 in houses.
Problems experienced with housing reflected the nature of the accommodation (table 7) . The commonest complaint of all mothers was lack of space. An 'overcrowding index' was calculated to give a more objective comparison: hotel families lived with a mean of 3 0 people per room (range 1 75-6-0 excluding any kitchen, bathroom, or hallway) while controls had a mean of 1A4 people per room (range 04-5 0). The majority of homeless families said that their child had nowhere safe to play; our interviewer's independent assessment of play facilities concluded that only 2% (1/50) of homeless children had satisfactory play facilities compared with 96% (48/50) of controls.
Both groups of mothers complained of isolation and noise. Lack of privacy was a problem mainly for homeless families as were problems with poor hygiene, cooking and laundry facilities, and, to a lesser extent, limited washing facilities. Mothers from permanent home addresses were more likely to complain that their accommodation was cold and/or damp. A few mothers in both groups (8/ 
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Overall the homeless children in this study were less ill than controls. The shorter hospital stay of homeless families reflects their being generally less ill but also shows that children were not kept in hospital for a prolonged period because they were homeless. It was reassuring to find that most families felt that the length of hospital stay was appropriate.
While we were not surprised to find the increased admission rate of mild illness among the homeless children, it was disturbing to find that three of the 70 children admitted from homeless families died from overwhelming infections. The risk of spread of serious infectious diseases in families living in overcrowded hotel rooms needs to be closely monitored. It seems likely that the mortality rate of 3/70 admissions from homeless families is not generally representative, although this demands confirmation in other hospital populations.
Social factors influenced the medical staffs decision to admit to hospital in the majority (77%) of admissions of homeless children compared with less than half in control children. However, it was the doctor's perception of the parent's difficulty in coping with the child's illness and poor home circumstances in general that had a greater influence rather than homelessness per se. Indeed the admitting doctor had not identified that the family was homeless in 20% of the families from temporary accommodation. This data was obtained using a semistructured questionnaire based on a pilot study in which admitting doctors were asked to list any social factors that had influenced their decision to admit 40 children. It was simply based on current clinical practice.
There has been considerable debate over whether the increased hospital attendance by the homeless reflects a lack of access to primary health care or increased illness. Both are likely to apply. Homeless families may have difficulty in registering with general practitioners and in obtaining access to primary care as they move home so frequently. In our study all the homeless families had a general practitioner, but nevertheless were less likely than permanent residents to consult their general practitioner. The reason for this was not clear. It seems that rather than return to their general practitioner for further consultation of continuing illness, more of the homeless families chose to come to the hospital. A recent survey found that 92% of homeless people in this area were registered with a general practitioner, but in 18% the practice was a long way from where they were staying.14 Among homeless adults there was both increased acute and chronic illness and greater use of both primary and hospital services. Since this study was completed a general practice surgery for homeless families has been established near the hospital to improve access to primary care.
The marked increase in the proportion of homeless mothers who were depressed, either clinically or borderline, was disturbing knowing that maternal depression has been shown to adversely affect the health and development of infants15 and children.'6 Although we do not know about the mental health of these mothers before becoming homeless, there is a known association between lack of social support systems and maternal depression17 and it is likely that poor housing contributed to the higher number who were depressed. The rate of depression in both groups is lower than rates among mothers of young children found in other studies'8 and may reflect the use of different scoring methods to assess depression. Our findings are in accord with the recent survey by Victor of the health status of adults in temporary accommodation in this area which found that their mental health morbidity was over twice that for the North West Thames region as a whole (45% v 18%).14 Analysis of social risk factors revealed a worrying catalogue of the multiple facets of social deprivation experienced by homeless families. Many of the homeless families were recent immigrants, including refugees from war torn countries, resulting in a marked difference in ethnicity compared with the families in permanent housing. Half of homeless families were headed by a single parent; levels of education were low; parental employment, both maternal and paternal, were reduced and there was a very marked difference in income. Accommodation for the homeless revealed overcrowding with limited cooking and laundry facilities and virtually no play facilities for children. Many of the homeless families were further disadvantaged by their inability to speak fluent English. Homeless mothers had experienced on average twice as many significant life events in the previous year. While it was to be expected that homeless families would score higher in relation to moving home and immigration in the previous year, we also found that they had experienced many ot4er disruptive life events, including a job loss of either partner, marriage or divorce, bereavement, serious arguments, assault on mother, and involvement with a court of law. Homelessness is associated with a very high incidence of life events each of which can be highly stressful for a family. Although the total number of homeless households continues to increase, the use of bed and breakfast hotels has declined as less costly temporary accommodation, either privately leased or publicly owned, is used instead. In addition, there has been a shift from inner to outer London locations. In this study, placement in a bed and breakfast hotel served as a useful indicator of severe socioeconomic deprivation. As these and other severely disadvantaged families become more widely dispersed within the community, we will need to become more discerning in identifying the particular needs of such families when considering hospital admission. This makes it even more important for us to refine the complex interrelationship between social deprivation, clinical illness, and need for hospital admission. The use of housed children experiencing hospital admission as the control group does not allow the authors to comment on the admission experience of homeless children compared with the rest of the child population; the housed children are likely themselves to represent a deprived group for the reasons stated above. However, the method does permit comment on differences in illness severity and the relative influence of social factors on admission. A more comprehensive study design including a second control group of children not experiencing admission would have provided data on the hospital admission experience of homeless children compared with the child population.
The study also suffers from relatively small numbers; it is possible that, with larger numbers, the significance of the deaths occurring exclusively in the homeless group may have been clarified. This problem and that of a narrow focus on hospital admission as the only measure of morbidity may be overcome by a prospective longitudinal cohort design, though this would be far more time consuming and expensive.
The researchers have stepped bravely into the measurement of decision making by admitting medical staff and grading illness severity.
A measurement of both these dimensions is important in studying childhood hospital admissions; however, their measurement is problematic and the researchers have not given sufficient information on the questionnaires used to allow comment on their validity.
Further study of homelessness and health There can be no doubt that homelessness and its effect on child health is an important area for further study. Many of the problems of method encountered in the St Mary's study could be overcome by a prospective longitudinal cohort design based on a number of centres. Such a study should explore morbidity more comprehensively than hospital admission and include use of primary care and preventive services and psychological and behavioural morbidity. Wilkinson points out that poverty has its effect on health not simply through lack of income but also through the psychological effects of powerlessness and isolation; the homeless are likely to suffer these in greater measure than most other groups. 
